Introduction {#Sec1}
============

The vast majority of cancers in the head and neck region are of epithelial origin. Lymphoma is the next most common malignancy in this area. Metastases in the head and neck other than lymph node metastases are rare.

The occurrence of tonsillar metastases from non-haematological malignant neoplasms is very rare \[[@CR10]\]. We present a patient with metastasis in the right tonsil of a primary adenocarcinoma of the distal oesophagus.

Case report {#Sec2}
===========

A 57-year-old man was referred to our department of otolaryngology and head and neck surgery, because of dysphagia, pain and swelling of the right palatine tonsil. He also complained of frequent vomiting. Five months previously, an adenocarcinoma of the distal oesophagus with lymph node and liver metastases had been diagnosed. He received chemotherapy with combined capecitabine and oxaliplatin, which was stopped after two cycles because of disease progression. On physical examination an enlarged and ulcerating right palatine tonsil was seen (Fig. [1](#Fig1){ref-type="fig"}). A suspicious ipsilateral cervical lymph node of 2 × 4 cm was found at level II. A biopsy of the tonsillar tumour was performed and revealed intestinal-type adenocarcinoma. The histopathological picture corresponded with that of the oesophageal tumour (Fig. [2](#Fig2){ref-type="fig"}). Tonsillectomy was not performed because of severe clotting disorders attributed to liver metastases. The patient died 4 weeks after his first visit to our department. Fig. 1Enlarged right palatine tonsil with ulcerationFig. 2Biopsy right tonsil: adenocarcinoma (intestinal type)

Discussion {#Sec3}
==========

Second primary tumours relatively often involve the head and neck region. These tumours develop in head and neck cancer patients due to their common factors in carcinogenesis, e.g., tobacco, alcohol and, probably, genetic susceptibility \[[@CR4]\]. However, this common aetiology applies for squamous cell carcinoma and not for adenocarcinoma. Simultaneous primary adenocarcinomas are not frequently found. In our patient the corresponding histopathology indicates a common origin, suggesting metastatic disease.

Primary oesophageal adenocarcinoma is a relatively uncommon tumour in western countries \[[@CR9]\]. The pattern of metastasis of oesophageal adenocarcinoma can be lymphogenic, haematogenic and by transportation of tumour cells by regurgitation or endoscopes \[[@CR10], [@CR2]\]. Lymphogenic spread of distal oesophageal adenocarcinoma generally involves the regional nodes in the lower posterior mediastinum, the paracardiac region, along the lesser curvature and the left gastric artery \[[@CR6]\]. In case of extensive lymphogenic spread, lymph-node metastases can be found in the tracheal bifurcation region, the proximal mediastinum, coeliac axis and supra-clavicular region \[[@CR6]\]. Lymphogenic spread of adenocarcinoma of the distal oesophagus and the gastro-oesophageal junction is present in 70% of the patients at the time of diagnosis of the primary tumour \[[@CR9]\].

Haematogenous dissemination occurs at a later stage and is less frequent. Liver and lung are the most common organs involved \[[@CR6]\].

Metastatic tumour involving the palatine tonsil is distinctly rare. These metastases represent only 0.8% of all tonsillar tumours \[[@CR5]\]. Bilateral metastases of gastric carcinoma to the tonsils have been described \[[@CR7]\]. Less than 100 cases of metastatic carcinoma of the palatine tonsil have been reported \[[@CR7], [@CR3]\]. The most frequent tumours metastasizing to the tonsil are melanoma, lung carcinoma, breast carcinoma and renal cell carcinoma \[[@CR3]\]. Eleven cases were associated with gastric adenocarcinoma \[[@CR2], [@CR7], [@CR8]\]. Tonsillar metastasis of adenocarcinoma of the esophagus has not been reported previously. The occurrence of a tonsillar metastasis as the first manifestation of an occult neoplasm is very unusual \[[@CR8]\]. In the majority of cases the occurrence of a tonsillar metastasis becomes manifest after the diagnosis of the primary tumour and is generally part of a widespread systemic disease \[[@CR2]\]. Therefore, mean survival time for patients with tonsillar metastases is short, with a mean of 9 months, irrespective of the histological type of primary tumour \[[@CR3]\].

In this case there are four hypothetical pathways for metastatic spread to the tonsils: Haematogenous dissemination of tumour from an esophageal carcinoma may occur via the portal circulation, the liver, the pulmonary circulation and systemic arterial vessels, thus reaching the palatine tonsil. A second haematogenous route may be through the paravertebral plexus of Batson, bypassing the lungs \[[@CR1]\]. Retrograde flow via this valveless plexus occurs during elevated intra-abdominal and intrathoracic pressure, as is brought about by straining, coughing or as in this case, vomiting \[[@CR1]\]. A third route of metastasis may be through the thoracic duct followed by retrograde cervical lymphatic spread to the tonsil \[[@CR3]\]. This route of dissemination is very rare and is mostly seen in cases of seminomas \[[@CR3]\]. Finally, some authors believe the possibility of metastasis by direct translumenal implantation, which might be favoured by a previous lesion in the mucosa of the tonsil \[[@CR2]\]. The tumour cells would be transported secondary to regurgitation from the oesophagus \[[@CR8]\], or as in this case possibly because of frequent vomiting, or at the time of endoscopy \[[@CR2]\].

In conclusion, when finding a tumour of the tonsil a metastasis from a distant primary malignancy should be considered, although this is very rare. The route of dissemination eventually remains unclear.
